A boy presenting with an incomplete form of the acrocallosal syndrome is described. The syndrome shows clinical variability and it is stressed that none of the c6mponents is constant and facial dysmorphism is not always characteristic.
In 1979 Schinzel' described a condition characterised by postaxial polydactyly, hallux duplication, absence of the corpus callosum, macrocephaly, and severe mental retardation, which was subsequently designated 'acrocallosal syndrome' (ACS).2 Autosomal recessive inheritance is strongly suggested by parental consanguinity in four sporadic cases35 and by two affected sisters with normal, unrelated 6 parents. To This report concerns a patient with all the components of ACS except preaxial polydactyly, which is considered to be a consistent feature of this syndrome, and addresses the variability of the phenotypic spectrum and diagnostic criteria in ACS.
Case report
This 6 month old male child (figure) was the first born Received for publication 11 December 1989. Revised version accepted for publication 6 March 1990. Phenotypic spectrum of acrocallosal syndrome. right inguinal hernia, cryptorchidism, a left retractile testis, and psychomotor retardation became evident. He underwent a hernia operation and orchidopexy at 5 months of age. At 6 months, his length was 65 0 cm (10th to 25th centile), weight was 7-5 kg (50th centile), and head circumference was 41 0 cm (-2-0 SD). The anterior fontanelle was almost closed and slight plagiocephaly with bulging forehead, slight facial asymmetry, flat supraorbital ridges, periorbital fullness, and alternating convergent strabismus were noted. The inner canthal distance was 2-6 cm (75th to 90th centile), the outer canthal distance was 7-0 cm (50th to 75th centile), and the palpebral fissure length was 2-2 cm (50th to 75th centile). Posteriorly rotated ears, a wide nasal bridge, anteverted nostrils, a simple, prominent philtrum, a thin upper lip, a prominent lower lip, minimal micrognathia, and a high palate were also present. In addition, a bilateral single transverse palmar crease, narrow fingernails, slightly varus right foot, a wide gap between the first and second toes, proximal syndactyly of the second and third toes, and bilaterally duplicated first phalanx of the fifth toe were observed. Cardiovascular, abdominal, and joint findings were normal. The child had poor head control, hypertonic lower limbs, mild hyperreflexia, and occasional opisthotonic posturing. X rays of the hands and feet showed no abnormalities other than postaxial polydactyly of the toes. An 
